The American College of Cardiology Adult Congenital and Pediatric Cardiology (ACPC) Section had attempted to create quality metrics (QM) for ambulatory pediatric practice, but limited evidence made the process difficult. The ACPC sought to develop QMs for ambulatory pediatric cardiology practice. Five areas of interest were identified, and QMs were developed in a 2-step review process. In the first step, an expert panel, using the modified RAND-UCLA methodology, rated each QM for feasibility and validity. The second step sought input from ACPC Section members; final approval was by a vote of the ACPC Council. Work groups proposed a total of 44 QMs. Thirty-one metrics passed the RAND process and, after the open comment period, the ACPC council approved 18 metrics. The project resulted in successful development of QMs in ambulatory pediatric cardiology for a range of ambulatory domains. (J Am Coll Cardiol 2017;69:541-55) 
to discuss and refine the metrics before they receive a final score. Each metric is scored for both validity and feasibility on a scale of 1 to 9, with 9 being the most valid or most feasible. A candidate QM will pass, and be accepted as a final metric with a mean validity score of 7 to 9 and a median feasibility score of 4 to 9 without significant spread or dispersion among the scores (e.g., not all 1s and 9s). As each candidate QM is scored independently and there is no need to come to a consensus, there is less of a chance that the outcome will be biased by the input of a single member of a group.
The RAND-UCLA modified Delphi method has been used to develop and evaluate appropriate use and quality measures for many conditions. In cardiology, it has been used to develop QMs for the management of acute myocardial infarction and for percutaneous coronary intervention (10) (11) (12) . Even in these more common conditions, the metrics are typically related to improving structure and process of care, rather than outcomes. However, in 1 Canadian study, it was estimated that if the QM benchmarks of 90% were met, there would be a 20% reduction in mortality from coronary heart disease conditions (10) (11) (12) (13) . 
TEAM DISCUSSIONS
The following is a discussion of the review of published studies, key decisions, and challenges for each of the teams. The teams were given the autonomy to perform a review of published data. The data focused on by the teams was primarily related to processes that would guide the ambulatory practice of pediatric cardiology.
CHEST PAIN. R e v i e w o f p u b l i s h e d r e p o r t s . Published studies of chest pain in children consist largely of retrospective cohort studies. Although chest pain is a common symptom in children, cardiac causes are rare (14-17) (Online Appendix). In a cohort of 3,700 patients with a median follow-up of 4.4 years, a cardiac cause was identified in 37 cases (1%), with no cardiac deaths (14) . In a retrospective cohort of 484 patients ultimately diagnosed with cardiac conditions that could cause chest pain, 35% presented due to chest pain (18) . Among these patients with actual cardiac conditions, the most common diagnosis made in the cardiology clinic was a coronary artery anomaly, with 70% presenting with exerciseinduced chest pain (18) .
Chest pain may be a presenting symptom of cardiomyopathy, which may be heritable. The electrocardiogram (ECG) can be abnormal in cardiac causes of chest pain (18) (19) (20) , and has a high negative predictive value for hypertrophic cardiomyopathy, long QT syndrome, and Wolff-Parkinson-White syndrome (21) . Coronary artery anomalies are the most common cardiac diagnosis to present with chest pain, which is typically exertional and can lead to sudden death (19, (21) (22) (23) (24) (25) (26) . Echocardiography is the first-line modality for evaluation of coronary artery anomalies (27, 28) . suggests that routine dissemination of guidelines may not make any measureable difference (44, 45) , with potential barriers including busy staff, limited infrastructure for systems change, and facilities designed without infection control in mind (42) . Despite these limitations, outpatient hand hygiene is recommended in guidelines (45, 46) . Detailed data on particular hand hygiene products (soaps, alcohol based, chlorhexidine, among others) are available (46) . Chowdhury et al.
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C h a l l e n g e s a n d b a r r i e r s . Influenza vaccination for health care workers is already documented at most health care institutions, and likely will be the easiest of the 3 metrics to implement. The rheumatic fever secondary prevention metric may be more burdensome to some institutions compared with others, depending on the incidence of rheumatic fever in the region. The asplenia antibiotic prophylaxis metric may be troubled by several factors. First, there are differing opinions on how to diagnose poor splenic function, which may occur in the heterotaxy patient, even in the presence of a spleen or multiple spleens (56) . Second, the overall number of patients will be relatively low, requiring several years of analysis to identify improvement. Last, the lack of a standard method to document the recommendations for antibiotic prophylaxis in the medical record may make assessment of metric adherence cumbersome. Ambulatory ECG monitoring. Ambulatory ECG monitoring is more effective than a routine ECG for the detection of rhythm abnormalities, only some of which may be associated with symptoms. In addition, among patients in whom arrhythmias do occur and require therapy, ambulatory monitoring assists in decision making for therapeutic need and efficacy (65, 66, 70) . However, there is no evidence on how often this monitoring should be performed. Chowdhury et al. Chowdhury et al. House) ( Table 1) . At the meeting, panelists were given a summary of first-round ratings for each metric and how he or she had rated the metric in Post-operative outpatient visits 8.0 (3-9), 1.4 9.0 (3-9), 1.7 7.0 (3-9), 1.9 6.0 (1-9), 2.7 Do not recommend n/a ECG testing 8.0 (3-9), 1.6 9.0 (6-9), 0.7 6.0 (3-9), 2. At least 1 echocardiogram in the first year of life, after ASO, that reports on LV function, aortic root dimension, degree of AI, patency of systemic and pulmonary outflows, branch pulmonary artery stenosis, and coronary arteries 9.0 (7-9), 0.7 9.0 (6-9), 0.6 9.0 (8-9), 0.2 8.0 (6-9), 0.9 Recommend Yes
F E B R U
Periodic echocardiogram after infancy after ASO 9.0 (7-9), 0.8 9.0 (6-9), 0. Abbreviations as in Table 2 .
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